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THE MEDICAL SCHOOL AND THE PRACTICING PHYSICIAN
I am proud to be invited to write an essay for the special issue of the
Yale Journal of Biology and Medicine honoring Dean Vernon Lippard.
The Association of American Medical Colleges first brought us together
in 1946 and during the years that have followed his counsel and friend-
ship have steadily added to my store of significant memory. The subject
for this essay has always been one of our mutual concerns, and now that
our national medical establishment is passing over the threshold of great
change, a review of the relationship between those who teach and those
who practice is very much in order.
Thanks to the scholarly article by Dr. John Gordon Freymann, which
appeared in the April 4, 1964 issue of the New England Journal of
Medicine' there is little need to do retrospective research upon the historic
background of this subject.
In his article, Doctor Freymann points out the well-known fact that the
primary reason for establishing the American Medical Association was to
strengthen medical education. This explains why, for the first 70 years
of its existence, the leadership of the AMA and of the medical schools was
in the hands of the same individuals. But shortly after World War I, in-
creasingly entrenched behind a system of full-time appointments, the
leaders in medical education began to withdraw from this responsibility
for those in practice, and the AMA began to turn into itself, progressively
becoming more preoccupied with the security and prerogatives of the
practicing profession than with the changing needs of society. Wrote
Doctor Freymann: "Owing to blindness and selfishness on both sides, a
schism between practicing and academic physicians . . . jeopardized the
profession's control of its own destiny."
But Doctor Freymann did not write his article merely to criticize
medical practitioners and educators for not working together. His primary
purpose was to point to what he called a "third force"-the many thousands
of physicians who had been trained and certified in one of more than
twenty specialties since the end of the last great war. These individuals,
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Doctor Freymann stated, "have one foot firmly based in scientific medicine
and the other in private practice." Their primary loyalties were to the
status of their specialties and to the environment that best supported spe-
cialized practice; they had little to do with either organized medicine or
the organizational aspects of medical education. With most academics in-
active in their local medical societies or the AMA, and with the parallel
inactivity on the part of this "third force," the voice of medicine did not
represent the spectrum of viewpoint that-a society faced with decisions
had a right to expect.
Doctor Freymann went on to say that one consequence of this was that:
. . .among a vocal minority of practicing physicians can be found a thinly
veiled anti-intellectualism, preoccupation with medical economics, and resistance
to change. In the academic community can be found islands of intellectual snob-
bery, startling ignorance of the quality of practice outside the university, and
impatience with conservatism.
Doctor Freymann called attention to documentation of the gap between
these viewpoints, and also to the reasons, by referring to a constellation
of papers by prominent authorities that appeared in the June, 1963 issue
of the Journal of Medical Education, and also to a study, "The Relation-
ship Between Medical Educators and Medical Practitioners: Sources of
Strain and Occasions for Cooperation," by Dr. Patricia L. Kendall of
the Bureau of Applied Social Research at Columbia University. These
publications had been developed as the principal points of reference for the
1962 Teaching Institute of the Association of American Medical Colleges.
The report of this Institute, "Medical Education and Practice: Relation-
ships and Responsibilities in a Changing Society,"2 not published until
after the appearance of Doctor Freymann's paper, had been delayed so as
to develop chapters that, in addition to analyzing the reasons for disagree-
ments between educators and practitioners, could relate these reasons to
thoughtful consideration of the environment in which medicine functions
and the future directions in which medicine should move.
The report was written for the lay public as well as for the academic
and medical professions. As a consequence, the authors included many
prominent and thoughtful individuals. One of these was Doctor Kendall.
Doctor Kendall pointed to many instances where there were discussion
and documentation of phenomena in which opposing viewpoints had been
in agreement as to a fact, but in disagreement as to the fact's significance.
For example, there would be agreement that the full-time staff of a
medical school was made up of physicians of high calibre. This was a
matter of pride to the school but was considered to be a threat by the
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practitioners. It was pointed out that the history of medical education re-
flects the successive displacement of one group by another-the general
practitioner by the specialist, the volunteer practitioner-teacher by faculty
that is salaried and full-time, faculty more interested in teaching by faculty
more interested in research. No one likes to be displaced. This was re-
lated to the inevitable conflict between generations. As the skeptical younger
generation tended to dominate a full-time faculty there was conflict with
the older faculty, who largely held the views of the tradition-minded prac-
titioners. Also related was the observation that faculty vacancies were
often filled by individuals from outside the community. These newcomers
were frequently the center of controversy, both within as well as outside
the medical school.
As part of the solution to the problem of medical school-medical prac-
tice relationships, Doctor Kendall anticipated things to come when she
emphasized two suggestions that came from the proponents themselves:
regular and frequent communication to the end that disagreement could at
least be accompanied by understanding, and more use of the part-time
practitioner-teacher so that students could have a realistic appreciation of
the problems and methods of actual practice.*
In addition to the important contribution of Doctor Kendall, sections
of the 1962 Institute report dealt with the changing and growing expecta-
tions of society, different viewpoints as to the future of medical practice
(one oft-quoted paper was by Dr. Charles L. Hudson, later President of
the AMA), the organization of health services and related education, and
the implications of the Institute discussions for universities, the medical
profession, and the general public.
The final paragraph of the introductory section of the Institute report
deserves quotation:
This book is built upon the premise of faith in man-for man, unique among
all animals, can shape his own destiny and now is the time for medical men
of good will to reach consensus. The authors and editors have striven for
provocative analysis rather than neat blueprints. Some tentative answers have,
however, been suggested by individuals who have thought long and deeply on a way
out of the maze into which American Medicine has wandered. It is hoped this
volume will help toward a restructuring of medicine, teaching, and service alike,
to enable it [American Medicine] to meet the imperatives of the Twentieth
Century and to become the true profession of health in prevention and in heal-
ing for all people.
*In addition to its inclusion in the report of the 1962 Institute, Doctor Kendall's
study was published in 1965 by the AAMC as a separate book, and between the
dates of August 9 and October 4, 1965 was serialized by Medical Economics.
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Near the close of his paper Doctor Freymann was shooting at the same
target when he asked: "Is it not time to deemphasize the differences and
emphasize the community of interest of all physicians?"
Since the appearance of Dr. Freymann's paper in 1964 and the report
of the 1962 Institute in 1965, much has happened that may be moving the
implications, hopes, and "questimates" of these two publications into the
realms of possibility.
I refer to two clusters of events, the first from the private and the other
from the public sector of our society. The first cluster consists of reports
and studies which indicate that our practicing and academic professions,
often working with representatives of the general public, have been giving
serious thought to ways and means of improving and broadening both serv-
ice and education in the fields of health and medicine. In the approximate
order of their appearance these studies and reports are: "Planning for
Medical Progress Through Education," (the "Coggeshall Report")3 pub-
lished by the AAMC; 13 reports, all centering on the theme: "Health Is
A Community Affair" by the Commission on Community Health Services
(sponsored by the American Public Health Association and the National
Health Council) ;4 "The Core Content of Family Practice" by the American
Academy of General Practice;5 two reports from the AMA: "Meeting the
Challenge of Family Practice"0 and "The Graduate Education of Physi-
cians" (the "Millis Report") ;7 and the reports of two conferences orga-
nized by two restless faculty members of two universities (Oliver Cope,
Professor of Surgery, Harvard, and Jerrold Zacharias, Professor of Physics,
MIT) : "Medical Education Reconsidered"8 and "The Crisis in Medical
Services and Medical Education."9
I think the wide range of sponsorship reflected in the above studies and
reports is of considerable significance. Also, with the exception of "The
Graduate Education of Physicians," which elaborates upon the need for, and
ways of, adjusting graduate medical education to do better in meeting the
need for continuing, person- and family-centered, comprehensive care, the
titles of these studies and reports provides a fairly good idea of their content
and philosophy.
The second cluster of events consists of pieces of national legislation that,
as far back as 1956, have been increasing in number and importance. For
the purposes of this essay the following are of particular significance: the
Economic Opportunity Act of 1964 and the Amendments of 1965; the
Social Security Amendments of 1965 (Medicare); the Health Professions
Educational Assistance Act of 1963 and the Amendments of 1965; and the
Heart Disease, Cancer, and Stroke Amendments of 1965 (Regional Medical
Programs).
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The Economic Opportunity and Medicare legislation will increasingly
help lower the long-standing financial barriers to medical care and this, be-
cause of increasing demands for service and the accompanying shortages of
personnel, will give increasing visibility to the defects in our system of
medical care and also our system of health science education.
The Health Professions Assistance legislation will help finance the ex-
pansion and operation of our system of health science education and also
provide support for most of the categories of students that will be involved.
This will increase the number of entrants to our system of health science
education.
The Regional Medical Program legislation is providing a mechanism-
almost the entire nation is now involved-that is bringing representatives
of all of the practicing health and medical professions, institutions of higher
education (all institutions, not just the schools for the health professions),
hospitals and related facilities and services, and public and volunteer health
and welfare agencies together to plan for regional programs that will in-
crease efficiency and effectiveness in the prevention, early diagnosis, and
management of heart disease, cancer, stroke, and related diseases. This
makes this piece of legislation of particular importance because it is creating
a climate within which the medical profession and the universities are being
motivated to provide the leadership necessary to bring the right people
together to talk about the right things. Because the focal point of the region-
al plans and programs will be the communities in which people live and
physicians practice, the constructive leadership of the medical profession
will be of the first importance. I believe that once the proper participation
of themedical profession is assured, the other necessary elements of a region
will fall into line. Due to the peculiar set of resources they possess, the
participation of universities will also assume great significance because the
planning must provide for the study of regional resources and needs, for
the continuing education of all of the participating health professionals, and
the continuing evaluation of the efficiency and effectiveness of the over-all
operation.
However, I think it is important to point out that, if taken literally, the
Regional Medical Program legislation, even though broadened to include
"and related diseases," does not go far enough. For any improvement in
the early diagnosis and management of heart disease, cancer, and stroke
can only come as fallout from the programs of prevention and early diagno-
sis and management that start with the study of unselected patients where
they live in their grass roots communities. If this is to be accomplished in
terms that are generally satisfactory, the planning must be in the interests
of the entire spectrum of health and medical care, not just heart disease,
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cancer, stroke, and related diseases. But it is reasonable that this broad ap-
proach to the total care for all of our people should take place within the
climate being created by the Regional Medical Programs. In fact, if this does
not happen, I think those responsible for these programs will be ignoring
the weakest points in our system of care. To elaborate on these points of
weakness, I think the developments that are needed most are community-
wide programs that will make it possible to direct and follow patients into
expanded systems of ambulatory and home care, as well as into hospitals
and related institutions or services and, as need be, into programs of health
education or protection. All people must have ready entrance to these sys-
tems at all times and they must also be assured of the judgments that will
be adequate to these decisions.
I believe that these points of weakness have their counterpart in our sys-
tem of health science education and research. Few of our health service
personnel receive a responsible educational experience in grass roots patient
care. Neither do they have an opportunity to observe or take part in re-
search that is related to this very important enterprise. In fact, few of our
educational institutions have access to the resources necessary to these kinds
of experience.
To me it is obvious that the leadership of the medical profession and the
schools of medicine should take advantage of the climate of cooperation
being created by the Regional Medical Programs and turn all of these
weaknesses into strengths, and this in such a way that our system of grass
roots health and medical care and research will be of such quality that
they can be used for part of the clinical education for all levels, of all cate-
gories, of personnel that are being prepared as permanent and sophisticated
additions to our pool of health and medical manpower. These individuals
should receive part of their training in the team and practice situations in
which most will ultimately live their professional lives.
And in order to save precious time, great emphasis should be placed upon
these developments as opportunities for continuing education - continuing
education that will involve academicians as well as practitioners. Many prac-
titioners, already established in their professions, will need to be selected
and qualified to teach. Conversely, since grass roots medicine will place
increasing emphasis upon environmental and personal factors in the evalua-
tion and management of both health and illness, many academicians, whose
professional lives have been confined to the medical school campus, will
need to be selected and qualified to participate in service, research, and
teaching that will involve patients in the settings of their own communities.
This should set the stage for a new era in the relationships between the
teaching and the practicing health professions. Because of the common
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ground provided by service, teaching, and research in the community aspects
of patient care, the relationships should be constructive and enduring. If
our systems of health and medical care are to keep abreast of their potential,
I believe that research in patient care and the grist this can provide for
education is the next most important step in the development of our medical
establishment.
I am optimistic that this will happen, partly because of the national re-
sponse to the Regional Medical Programs and partly because of the con-
ditioning of the health professions that is resulting from the years of study
and discussion that have gone into the reports referred to early in this
essay. I believe that this conditioning and the resulting patterns of co-
operation that have been established, have helped shape much of the
referred-to legislation, particularly the legislation responsible for the Re-
gional Medical Programs.10 And further, I think that these studies, reports,
and patterns of cooperation have helped broaden the base and have in-
creased the focal points of leadership that are beginning to emerge from
our medical establishment.
In other words, many voices are beginning to speak for American
medicine. But these voices are coming from within the entire medical estab-
lishment, not just from the separate health professions. And these voices,
including those coming from within these professions, are frequently in
disagreement. Furthermore, the forums within which these voices speak
are many and varied: the professional and lay literature; television, radio
and other news media; carefully planned conferences and meetings, spe-
cial study groups, and a multitude of committees and commissions estab-
lished by various agencies of state and federal government, all made up
of individuals with differing views; and, finally, Congressional hearings.
The results are opportunities to fit plans, programs, and resources that
are generated from within our local and state communities into policies
and resources that emanate from above. If these opportunities are to be-
come reality, success will depend upon the effectiveness of local and com-
munity leadership.
I am unable to identify any isolated activity of Doctor Freymann's "third
force." I suspect that the voice of this "third force," rather than concen-
trating at any one point, is diffused throughout the medical establishment.
At any rate, while the opposing opinions are many, I am encouraged be-
cause the ensuing debate usually reflects careful study and expression and
is singularlv free from villification and wasteful conflict. There are many
instances where past positions have softened, even to the extent of recon-
sideration or cautious or experimental redirection. Commenting on the
January, 1967 AMA Congress on the Socio-Economics of Health Care, Dr.
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Victor W. Sidel may have given a glimpse of things to come when he
wrote " . . . all the speakers-physicians, administrators, social scientists
[there were medical educators on the program too!]-agreed on one point:
physicians should play a much larger and more constructive role in the
social and economic decisions surrounding medicine. Instead of being cast
in the role of critic, the physician must take a constructive lead in devel-
oping methods of maintaining and improving the delivery of health care
in the United States." And then Doctor Sidel quoted Dr. F. J. L. Blas-
ingame, Executive Vice President of the AMA, " . . such is our respon-
sibility, such is our opportunity."11
It is my opinion that in the above process the organizations involved
are becoming stronger, stronger not so much because they have manipulated
themselves into positions of power, but because they are beginning to
tolerate and listen to dissent and to foster the kind of study and considera-
tion that permits dissent to play an intelligent role in the direction of
change. I believe that as long as this pertains these organizations will
continue to grow in strength and also in worthy purpose. But insofar
as they attempt to substitute manipulation for power for these kinds of
strength and purpose, so will their satisfactions of accomplishment wither
on the vine. From now on, as far as national health policy is concerned, I
believe society will make the decisions. I believe the time is at hand when
as long as these organizations make constructive contributions to the de-
cision-making enterprise they will be welcome. When they cease, they will
be ignored.
For the sake of the future medical establishment and the society this
establishment must serve, I hope that what I think I see is correct. The
resulting common ground upon which medical practice and medical edu-
cation can work together could not be more secure.
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